Irritable or Irritated Bowel SIR,-Your leader on the "Irritable Bowel Syndrome" (22 January, p. 197) is an excellent summary of the confusion that has grown up around this symptom complex, which is so ill-defined that one wonders if it really exists.
Everyone is agreed that the function of the intestine is disturbed, and that as yet no structural abnormality has been demonstrated to account for the very genuine symptoms attributed to an irritable bowel. As there is no evidence that the bowel is intrinsically abnormal, it is a pity that the title of this leader perpetuates the assumption that the intestine is primarily at fault. Perhaps the cause of these symptoms should be soupht elsewhere.
There is a growing body of evidence which shows that our modern Western diet is abnormal and that this causes several diseases which have appeared on the clinical scene in this century.'-3 One of these diseases is diverticulosis of the colon, which has been said by some to be connected with the "irritable bowel syndrome." Certainly, both conditions are common in Western nations and almost unknown in rural Africans.4 It is also true that symptoms ranging from vague dyspepsia, heartburn, anorexia, nausea, distention, fullness, and flatulence to generalized abdominal aching and severe colic are common both to diverticulosis and to the irritable bowel syndrome. Furthermore, both may be associated with bowel habits which may vary from constipation to episodes of diarrhoea or to the frequent passing of small hard stools.
In the case of diverticulosis, these symptoms are not caused by the diverticula because they can be relieved or abolished in 85% of patients merely by replacing the cereal fibre that is lacking in our modemr diet. This is done by adding unprocessed bran to the food and reducing the intake of refined sugar.56 Over the last five years, it has been my experience that a high fibre/ low sugar diet relieves or abolishes these very same symptoms in patients who do not have diverticula and in whom no abnormality of the intestine has been demonstrated. Consequently, I believe that these symptoms are often caused by an intestine that is struggling with our modern fibre-deficient diet.
None of the observations recorded in your leading article is inconsistent with the theory that these symptoms are caused by a normal bowel whose function is disturbed by its having to cope with an altered environment. This environment changed dramatically when the refining of carbohydrates became widespread only a century ago. The addition of fibre in the form of unprocessed bran in a quantity sufficient to render the stools soft and passed without straining will relieve these symptoms in most patients. The rural African passes soft bulky stools and does not suffer from diverticulosis or from an irritable bowel. In countries where the "irritable bowel syndrome" is common, the diet is so fibre-deficient that it causes the colon to rupture itself so that diverticula appear. If the bowel is being subjected to such an abnormal diet, is it fair to refer to the "irritable" bowel syndrome? Surely it would be wiser to refer to the "irritated" bowel syndrome.
The Vasocdilating Action of L-dopa SIR,-The studies of Spiers and Calnel and Spiers2 show that dona and dopamine have a noradrenaline-liberating action at the sympathetic nerve endines with depletion of stores. Both substances are also metabolic precursors of adrenaline an-d noradrenaline. In order to investigate a possible peripheral vasodilating action of L-dopa we have treated a group of 10 patients affected by an atherosclerotic obstructive arterial disease of the lower limbs for more than two years.
L-dopa was administered in increasing dosage from 375 mg/day to a maximum of 3,000 mg/day. All patients were treated for a month and no other drug was administered. Rheographic registrations" were performed before, during, and after treatment. At the end of a month, three patients did not show any benefit. Seven patients showed subjective improvement as demonstrated by reduction or in some cases disappearance of spontaneous pain in walking (so much so that after many years two patients were able to go upstairs without pause). The Halo Naevus-a Frustrated Malignant Melanoma? SIR,-The same antibodies thought to be specific against the cytoplasm of malignant melanoma have been discovered circulating in all nine patients with a halo naevus. This is a pigmented mole that becomes surrounded by a circular area of depigmented skin during its spontaneous resolution. We postulate that these naevi, always considered benign, may represent the successful rejection phase of malignant melanoma. It is known that rarely melanomas do resolve, sometimes accompanied by halo formation.
During the halo naevus phase of its spontaneous remission a pigmented mole becomes invaded by a massive infiltrate of lymphocytes-signs usually taken to indicate an immune response. This self-healing melanocytic naevus has long been the subject of speculation concerning its pathogenesis and significance.1 2 Recent immunological studies3 4 in patients with malignant melanoma have shown the presence of humoral antibodies directed against the plasma membrane and the cytoplasm of the tumour. The cytoplasmic antigen is common to all malignant melanomas: its corresponding antibody is found in early localized malignant melanoma and cross-reacts with the tumour cells of other melanoma patients. It was decided therefore to exploit this situation of a common cross-reacting cystoplasmic antigen to study sera from patients with a variety of skin tumours and pigmented naevi. Sera (diluted 1 in 4) from patients were tested for antibodies by the indirect immunofluorescent technique, incorporating a number of refinements. We applied stringent criteria to detect circulating cytoplasmic antibody before recording a patient's serum as positive. All the
